Schepens and Brockhurst (i 963) defined a "specific type of uveal effusion". The features of the condition are:
The only frequent extraocular abnormalities they found, in spite of fairly intense medical investigation, were a raised cerebrospinal fluid protein without pleocytosis and some patients with "rheumatic disorder". They reported seventeen cases, including one female.
They drew attention to several previous papers reporting cases similar to their own. Stallard (I954) described six cases of "a peculiar type of retinal detachment, which is likely to involve the choroid also, which is annular, peripheral, and so dark in colour that it is sometimes misdiagnosed as a ring sarcoma of the choroid". His cases were all males between the ages of 30 and 6o and three of the six had bilateral disease. -All had dark colouring of the hair and skin. No associated systemic or local disorder was-present. Lewallen (1957) reported the case of a I03-year-old Negro with chemosis, exophthalmos, and unilateral retinal detachment without breaks. The fellow eye became similarly affected but both returned to normal in 4 months without treatment.
Graham (I958) reported a case in which a 37-year-old woman presented a complete retinal detachment, ocular hypotony, shallow anterior chamber, and posterior synechiae. Enucleation was carried out for suspected melanoma and ocular examination showed total retinal detachment, choroidal detachment reaching the scleral spur, moderate uveal congestion, and markedly thickened sclera. A retinal tear was said to be present on one occasion but subsequently could never be found. In discussing this case, Davenport (I 958) described a female whose enucleated eye showed clhoroido-retinal detachment, congested uvea, and thick sclera, while the other eye displayed a low grade uveitis with annular choroidal detachment. Ridley (1958) I966) , but in the condition described by Schepens and Brockhurst inflammatory signs are either lacking or very sparse, and annular choroidal detachments are invariably present and probably antedate the retinal detachment. This paper describes a case of "uveal effusion" having all the features of the syndrome described by Schepens and Brockhurst, caused by myxoedema and cured by thyroxine.
Case report
A woman aged 49 years presented with a 6-month history of visual symptoms. She described central blind spots ("holes in the ground"). There were no other ocular symptoms and no previous ocular disease, but 25 years before at the age of 24 the patient had undergone an operation on the tongue for the removal of a bleeding posterior lingual tumour causing respiratory obstruction. At this time she felt that her eyes became more prominent. Records of this operation are not available but the surgeon, Mr. Philip Reading, has confirmed (personal communication) that a bleeding lingual thyroid was partially removed.
Since that time her general health had been fairly good except that she had required Caesarean section for obstructed labour some years previously, and afterwards required treatment for vesicovaginal fistula.
Examination
She was a small pale, stolid woman with coarse features. There was moderate bilateral exophthalmos and right upper lid retraction (Fig. i) . The exophthalmometer reading was 22*5 right and left on a base of I05. The ocular abnormalities were confined to the right eye. The unaided visual acuity was 6/ I 8 in the right eye and 6/ I 2 + 2 in the left. The right anterior chamber was visibly shallower than the left. Right fundoscopy revealed a high retinal detachment inferiorly. The ora serrata was raised and easily visible without scleral indentation around most of the peripheral fundus through a semi-dilated pupil. The paramacular area showed striate folds compatible with posterior choroidal detachment. No retinal breaks were seen. The left fundus was normal. Cerebrospinal fluid protein: raised at 73 mg. per cent., otherwise normal and under normal pressure. Skull x-ray: markedly expanded sella turcica (2-2 x I -8 cm.) (Fig. 2) . Thyroid-stimulating hormone: more than 2,000 microunits/ml. (normal being less than 20 by the immunoassay method used in this hospital). Table. It is also interesting that the right anterior chamber could be made to deepen whilst the choroidoretinal detachment was still present and before treatment with thyroxine was begun. With the right pupil in the mid-dilated position (as in Fig. I group.bmj.com on November 7, 2017 -Published by http://bjo.bmj.com/ Downloaded from shift of about o-6 mm. We have observed abnormal lens mobility in "inverse glaucoma" (unpublished data) and the latter seems clearly akin to or the same as "malignant glaucoma". In the series reported by Schepens and Brockhurst (I963) , it was noted that one patient did have "malignant glaucoma" and the basis for this may well have been an unduly mobile lens.
The level of thyroid-stimulating hormone in the serum after 2 to 3 weeks treatment with thyroxine was down to measurable levels at I50 microunits/ml.
Discussion
The ocular features of the case described clearly fit the description given by Scnepens and Brockhurst (I963). They frequently noticed a shallow anterior chamber but did not include this sign amongst the prime signs of the syndrome. We feel this sign should probably be included among the cardinal features of the syndrome, especially since it possibly predisposes the eye to "inverse" or "malignant" glaucoma and may call for prolonged mydriatic treatment. Our patient had clearly demonstrable shallowing of the anterior chamber with abnormal lens mobility. The patient also had raised cerebrospinal fluid protein, a sign frequently noticed by Schepens and Brockhurst among their patients. This figure is frequently raised in myxoedema so that its significance here links with the patient's medical status and raises a query as to the thyroid function of Schepens and Brockhurst's patients.
Schepens and Brockhurst (I963), Graham (I958), and Davenport (1958) each referred to one female case, so that the condition has previously been seen in women although the number of male cases far exceeds that of female cases. Again, most cases reported are either bilateral at first sight, or go on to show signs in the previously unaffected eye; it may be that a second uveal effusion in the contralateral eye was forestalled by treatment with thyroxine in our case.
This patient seems to us to be of unique importance. She appears to be the first clearlydefined case of spontaneous choroido-retinal detachment (uveal effusion) due to myxoedema. The syndrome may be analogous to the pleural, pericardial, and peritoneal effusions which have all been described in myxoedema. It would seem that patients presenting with spontaneous choroido-retinal detachment clearly deserve investigation of the thyropituitary axis. Summary A case is reported of spontaneous annular choroido-retinal detachment caused by myxoedema and cured by treatment with thyroxine.
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